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 EDITORIALS

Investigating
the Role of
Racial/Ethnic
Bias in Health
Outcomes 

Although legalized segregation
and discrimination have been
eliminated in the United States,
bias against people of color exists
in many sectors of our society.
Discrimination based on race/
ethnicity is detrimental to the in-
dividuals who experience dis-
crimination as well as to society
at large. It has also been sug-
gested that there are serious
mental and physical health con-
sequences for people who rou-
tinely live with discrimination.1–3

However, the scientific evidence
underlying these beliefs needs to
be carefully examined to deter-
mine the weight of the evidence
and where gaps exist.

Toward this end, in April
2002 the Office of Behavioral
and Social Sciences Research of
the National Institutes of Health
convened a meeting of approxi-
mately 100 leading scientists to
present scientific evidence of the
effects of racial/ethnic bias on
health and to identify areas for
future research to further expli-
cate the relationship. We inten-
tionally chose the term “racial/
ethnic bias” instead of “racism”
to reflect our desire to address a
wide range of types of discrimi-
nation that may affect health, in-
cluding bias against populations
that do not define themselves
based on race. The Office of Be-
havioral and Social Sciences Re-
search and its 3 cochairs ( James
Jackson, David Williams, and
Nancy Krieger) designed the
conference to consider the his-
torical and contextual factors re-
lating to racial/ethnic bias in the
United States today, and the evi-
dence relating various forms of
bias and the well-documented

disparities in health that are
found among the various racial/
ethnic groups in US society. One
panel examined pathways
through which racial/ethnic
prejudice acts on the individual,
creating a psychophysiological
response that can ultimately re-
sult in a negative health out-
come. Another panel examined
how racism and ethnic prejudice
operate within the structures of
our society to produce inequali-
ties in employment, housing,
and the environment that may
translate into differential health
outcomes among diverse racial/
ethnic populations. Special em-
phasis was given to racial/ethnic
bias in the medical care system,
an area in which it has been re-
peatedly demonstrated that cer-
tain racial/ethnic minority pa-
tients receive diagnoses and
treatment recommendations dif-
fering from those for similar
White patients.4 This issue of
the Journal presents the confer-
ence papers.

WHY STUDY RACIAL/
ETHNIC BIAS?

Reducing or eliminating the
disparities in health found among
the various racial/ethnic groups
in the United States has become
a priority of the National Insti-
tutes of Health and the Depart-
ment of Health and Human Ser-
vices. Any effort to eliminate
health disparities will be hin-
dered by an incomplete under-
standing of the social context of
the individuals. Because of socie-
tal racial/ethnic relations, past
and present, an individual’s race/
ethnicity has an impact on all as-

pects of social and economic life,
leading to different sets of oppor-
tunities for housing, education,
employment, and health care, to
name a few of the social institu-
tions affected.5 Although biased
policies of major societal institu-
tions affect the opportunities
available to both individuals and
communities, perceptions and ex-
periences of racial/ethnic bias
leading to unfair treatment can
result in personal negative emo-
tional and stress responses,
which in turn have been shown
to be related to hypertension,
cardiovascular disease, mental
health, and other negative states
of health.3,6,7 The ways in which
racial/ethnic bias can affect
health range from limits on ac-
cess to quality medical care and
economic deprivation to the
physiological responses to the ex-
perience of chronic discrimina-
tion and to inequitable exposures
to occupational and environmen-
tal hazards.

WHAT CAN BE DONE?

Some people have questioned
the benefit of studying racial/eth-
nic bias with respect to health,
perhaps because of the belief
that dramatic social change is
necessary to produce any posi-
tive results. Clearly, considerable
social change has already oc-
curred, with legal and broad so-
cietal and cultural changes over
the past 40 years making segre-
gation illegal and expanding the
scope and enforcement of civil
rights. Of course, a change in leg-
islation does not automatically
produce a change in ideology or
resultant behaviors. Changing the
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attitudes and beliefs of the popu-
lation is a long and difficult pro-
cess. However, there is evidence
that change is occurring and that
there is greater acceptance of di-
verse groups within American
society.3

Attitudes, beliefs, and behav-
iors are amenable to change
through interventions. The vari-
ety of evidence demonstrating
the differences in health services
offered and provided to patients
of color suggests that the train-
ing of health care professionals
may be an important avenue for
intervention.4 Additionally, pa-
tients can be trained to have a
more effective doctor-patient in-
teraction. Some research has
suggested that Black and eco-
nomically disadvantaged patients
benefit by increased assertive-
ness in their interactions with
physicians.8

Waiting for societal change,
even change hastened through
intervention, is not the only op-
tion for members of racial/ethnic
groups who live within a discrim-
inatory society. Research has
pointed to possible areas for in-
tervention. A strong sense of ra-
cial/ethnic identity and self-
worth may have a protective
effect against perceptions of rac-
ism/ethnic prejudice and the
stress that results.9 To the extent
that racism/ethnic prejudice is a
major source of stress, individu-
als can be taught stress-reduction
techniques and to draw on the
strength of their communities.10

Moreover, to the extent that re-
search provides insight into the
additional physical and economic
pathways by which racism/ethnic
prejudice harms health (e.g., via
residential and occupational seg-
regation), it will generate evi-
dence necessary for informed ac-
tion and policy change to
reduce—and ultimately elimi-

nate—racial/ethnic disparities in
health.

CONCLUSION

The conference showcased the
high quality of research that is
currently examining the relation-
ship between racial/ethnic bias
and health. It also pointed to the
many areas that are in need of
further development. The vast
majority of empirical research on
prejudice and discrimination has
been conducted among African
Americans. Few studies have sys-
tematically addressed how preju-
dice and discrimination affect
other racial/ethnic minority
groups such as Native Ameri-
cans, Asian Americans, and Lati-
nos. Racial/ethnic bias has af-
fected the social position of each
racial/ethnic group in the United
States, and thus bias may have
unique associations with health
for each group.

The case for intervening to
prevent or ameliorate the effects
of racial/ethnic bias on physical
and mental health outcomes will
be strengthened by continued re-
search on racism/ethnic preju-
dice. We need to be able to bet-
ter characterize such prejudice,
understand how it operates
within society and affects health.
New and improved methods and
measurements will help advance
the field of study. Although sev-
eral areas have been suggested
as possible points of intervention,
there is a clear need for develop-
ment and testing of evidence-
based interventions. Finally,
training is crucial for students
and young investigators, as well
as for more senior scientists, who
wish to embark on a program of
research examining health dis-
parities and the role that racial/
ethnic bias may play in disparate
health outcomes.

The papers presented at the
conference, and the subsequent
workshop discussions with the
participants, resulted in some
clear directions for a program of
research to expand our under-
standing of the effects of racial/
ethnic bias on health and to de-
velop interventions to prevent
racism/ethnic prejudice and
ways of implementing effective
strategies for coping with their
deleterious effects.
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